Context. In our increasingly multicultural society, providing sensitive and respectful pediatric palliative care is vital. Objectives. We held a one-day workshop conference with stakeholders and pediatric clinicians to identify suggestions for navigating conflict when cultural differences are present and for informing standard care delivery.
Introduction
Nearly 20 years ago, the American Academy of Pediatrics (AAP) first advocated that pediatric palliative care (PPC) be integrated into the clinical care of children with serious or life-limiting illness. 1 PPC has since evolved into its own subspecialty and has increasingly recognized the importance of incorporating the needs and perspectives of diverse populations. Similarly, the concept of ''cultural humility'' (the process of building relationships through discovery of another's culture) 2 has entered into our nomenclature, care delivery, and pediatric training priorities. 3 Providing culturally sensitive care is particularly important in pediatric palliative care settings because the subspecialty is defined by a holistic approach to a child's ''mind, body, and spirit''. 4 Specifically, PPC provides expert-level pain and symptom management, communication support, and attention to a child's psychosocial and spiritual needs. ''Culture'' (which can be concisely thought of as the customary beliefs, values, attitudes, social forms, practices, and material traits of a racial, ethnic, religious, or other social group) 5 necessarily impacts this work. For example, PPC clinicians must explore patient and family perspectives to provide concordant decision support regarding goals of care.
Despite the clear importance of culturally relevant PPC, numerous barriers and challenges thwart the consistent provision of this care. Forty percent of pediatric health care providers have suggested that cultural differences are a frequent barrier to adequate PPC. 6 Relatively little research has focused on the intersection of culture and PPC. 7, 8 Nevertheless, disparities in end of life and disease-based care related to race, ethnicity, primary language, and financial resources are well established. 9e26 Furthermore, many have recognized the need to recognize and integrate religious and spiritual support into pediatric familycentered care, especially because it impacts medical decision making. 26e35 With all this in mind, we held a one-day workshop conference to engage experts and stakeholders in a discussion regarding future directions and priorities for PPC clinicians and researchers. Our objectives were twofold. First, we hoped to identify specific factors contributing to tensions and conflict when cultural differences are present. By building awareness of these complexities, we aimed to inform and improve clinical practice. Second, we endeavored to generate suggestions for how to integrate cultural humility into the navigation of ''difficult'' encounters, what actions might be taken to prevent or minimize future conflict, and how we can inform PPC scholarship focused on cultural differences, care delivery, and intervention.
Methods
The one-day conference (''Pediatric Palliative in a Multicultural Context: a conversation to determine our priorities in research and clinical care for children with life-limiting illness within the context of our diverse culture'') was held in July 2018 in Seattle, WA, with financial support provided via a grant from the Arthur Vining Davis Foundations. We advertised through list-serves for the AAP and American Academy of Hospice and Palliative Medicine special interest groups, national meetings, including the 2017 American Academy of Hospice and Palliative Medicine Annual Assembly, postcard mailings for the annual Seattle Children's bioethics conference, and informally, by networking within the pediatric palliative care community.
At the time of registration, all participants were asked to provide credentials and affiliations. We defined ''discipline'' based on participant-reported degrees and/or roles; we assumed participants identifying as ''MD,'' ''RN,'' or ''chaplain'' represented disciplines of medicine, nursing, and chaplaincy, respectively. We determined regional representation based on the location of participants' primary institution; for example, when a participant identified Seattle Children's as her affiliation, she was assumed to live in Washington State. We did not query other demographic factors such as age and sex, nor did we inquire about cultural determinants such as race, ethnicity, state or country of origin, rural or urban home community, or religion.
In preparation, conference organizers (A. R. R., C. F., J. W., and R. H.) met virtually and identified four key themes to be addressed during the meeting. These included two evidence-based factors associated with health disparities (race/ethnicity and financial resources), and two critical elements of pediatric patient-centered care (religion/spirituality and family). Conference co-chairs (A.R.R. and R.H.) then organized the meeting to include the following: a morning of invited speakers who would underscore the role of each theme in societal definitions of ''culture'' (Appendix S1) and an afternoon of facilitated concurrent workshops aimed at identifying guiding principles for navigating each theme in clinical pediatric palliative care. Specifically, each workshop began with a clinical case adapted by the conference organizers from common experience and related to a theme of interest (race/ethnicity, economic disparity, religion/spirituality, family; Appendix S2).
Conference participants were informed of our intention to evaluate the conference proceedings and publish the findings. Each chose which group to attend based on personal or professional interest; groups were not assigned. Participants were instructed to stay within their group once the workshop started. Two authors facilitated each workshop. They used a common framework, asking participants to consider elements of ''respect, understanding, power, and trust'' as they pertained to the clinical scenario at hand (Appendix S2). Each workshop group was tasked with identifying key ''take-away messages'' related to clinical care, education, or research, as determined by their group. Otherwise, facilitators were invited to navigate the discussion as needed to encourage group participation. In some cases, this took the form of a brainstorm regarding key targets of intervention; in others, this involved round-table solicitations of individual experiences, perspectives, and recommendations. A dedicated scribe transcribed proceedings from each workshop group.
Immediately after the conference, the authors convened and identified three main themes that had emerged from all the discussions, where ''we'' refers to pediatric clinicians: ''how we speak,'' ''how we think,'' and ''how we learn''. 36 We then merged the transcriptions from each workshop and used the themes to direct two content analyses. 37, 38 The first analysis aimed to identify terms associated with perceived challenges and reasons for tension in clinical encounters seemingly focused on cultural differences (conference Objective 1). The second aimed to identify recommendations for navigating these encounters (conference Objective 2). Here, four authors (A.R.R., C.F., J.W., and R.H.) identified eight additional subthemes (''emotions,'' ''trust,'' ''unfamiliarity,'' ''conflict,'' ''context,'' ''education,'' and ''clinical practice''). 36 Finally, all authors arrived at consensus regarding exemplary quotations, clinical implications, and recommendations.
Findings
Conference participants included 142 individuals representing over six unique disciplines, including medicine (41%), nursing (17%), social work (9%), research (8%), chaplaincy (4%), and patient navigation (4%, Table 1 ). Participants were from 25 states, plus the U.K. and Canada; most (75%) were from the Western U.S., including 54% from Washington State.
Why Cultural Differences Feel Hard to Navigate. Participants identified multiple reasons clinical scenarios may feel additionally challenging to navigate when cultural differences exist (Fig. 1) . These frequently included potential implicit and explicit biases and corresponding assumptions about a given patient, family, or cultural group. For example, Case 1 included a description of an ''African American'' former preemie with medical complexity and his ''single mother who had received limited prenatal care'' (Appendix S2). Although some participants believed that this demographic and background history provided important contextual information, others raised concerns about stigmatization. Describing one parent as ''African American,'' while not describing another as ''white'' unavoidably carries forward a history of discrimination and prejudices. More generally, using any label to identify another individual can limit rather than invite the openness and curiosity needed for individuals to bridge differences and work together with mutual understanding and respect.
Similarly, participants identified resource disparities as important and underappreciated challenges ( Fig. 1) , which can then perpetuate other disparities. These included preexisting inequities (perhaps the previously referenced mother did not have access to prenatal care because she lacked transportation, could not afford to leave work, or lived in a rural area) as well as inequities in real-time care delivery (perhaps the hospital lacked the necessary interpreter services, thereby impairing this mother's health literacy). These inequities might position the mother to be perceived as less competent; clinical teams might assume she lacked either knowledge or resources to care for her child. Moreover, such biases might exacerbate already tense relationships. If this mother sensed her physicians' distrust, then she might behave defensively. The clinical team, in turn, might label her as ''difficult.'' Through such interactions, over time, disparities can magnify into ever-wider differences in care delivery.
Other factors contributing to tension included differences in values, perspectives, and experiences ( Fig. 1) . Case 3 described the moral distress of a clinical team 
, noncategorized roles (e.g., ''volunteer'' and ''other hospital staff'') (n ¼ 13).
at odds with a family who was ''waiting for a miracle'' to cure their child. Participants shared wanting to be supportive and respectful of the family's beliefs, while also acknowledging their discomfort with divergent priorities. They raised concerns about how to engage in discussions (''I don't know how to talk about this'') and how to balance family values and clinical objectivity (''how do we weigh benefits and burdens of treatment choices?''). They noted the risk of carrying on distinct parallel conversations: one scientifically based, observing clinical decompensation, and the other faith-based, remaining steadfast in hope for recovery. They also lamented the strain of wanting to express a shared hope for a miracledbecause who wouldn't wish for a miracle for this childdwhile striving to not reinforce unrealistic expectations. Finally, participants noted that the family unit is a key ''microculture,'' even if we do not typically associate ''family'' together with ''culture.'' Regardless of sociodemographics, for example, family structure and role functions govern interactions in pediatric clinical care. They predominate values, preferences, and clinical decision-making processes (Fig. 1) . Where participants embraced ''family-centered care,'' they noted that practicing this mode of care felt difficult when there was conflict (for instance, between a mother and father) or when the family decision-making process felt foreign (such as when a parent asked not to disclose prognosis to an adult-aged child). Discussions addressed tensions between patient-and family-level needs, decisionmaking authorities (including the role of adolescent autonomy), and the fact that there were often no clear answers. ''Maybe we need to be more comfortable with messy,'' one participant suggested.
How We Speak. Regardless of the clinical scenario, participants identified consistent barriers to communicating with patients and families, as well as several opportunities to overcome them (Table 2) .
Specifically, communicating with families felt difficult whenever strong negative emotion, breached trust, unfamiliarity, or conflict was involved. Clinical teams are often in a perceived or real position of ''power'' compared to a child and family. Illness intensifies vulnerability and powerlessness, even more so when cultural differences are also present. Medical teams must be willing to put in the extra work to understand a family's needs, worries, and perspectives. Participants provided several tools to navigate these challenges, including responding to family emotion, phrases to help rebuild bridges, and ways to elicit a family's story.
Discussions also revolved around four key professional competencies (Table 2) . First, participants underscored the importance of maintaining and expressing compassion even in the face of family hostility. Recommendations for how to learn this skill included simple personal practices, such as clinicians reminding themselves that the family is experiencing stress or facing tragedy. Second, participants recognized the need to develop awareness and management skills of one's own emotions. Here, suggestions included cultivating ''safe'' spaces for clinicians to express their own feelings and regroup to provide compassionate care to patients and families. Third, participants emphasized the role of interdisciplinary teams to support individual clinicians, provide key family-support roles, and fill specific communication needs. Finally, in all cases, participants recommended approaching clinical interactions from a place of humility.
How We Think. Participants also focused on clinical practice's own ''medical culture,'' suggesting that standard clinical practices and training should address recognizing and navigating culturally based conflicts that arise due to this medical culture (Table 3) . We must become aware of implicit, and often negative, connotations within our common clinical jargon and Fig. 1 . Participant-reported factors contributing to tension in clinical cases involving cultural differences. All participantreported terms are depicted in this word cloud; the larger the word, the more frequently the term was identified.
''scripts.'' For example, we need to acknowledge and manage the judgmental connotations attached to phrases like ''no prenatal care,'' which may simultaneously convey clinically important medical history while also potentially conveying disapproval. If biases contribute to defensiveness and subsequent impaired alignment between clinicians and families, then the medical team members need to recognize and redirect the process. Specifically, we must resist infectious negative judgment: if a trusted colleague describes a family as ''difficult,'' we must strive to separate and quarantine the judgments or feelings attached with this label. We must then seek to understand and remedy the causes giving rise to the perceived difficulties, such as cultural differences between the clinical team and family, or how individuals are reacting to the stress of illness.
Similarly, participants suggested that medical education should target communication skills (including conflict resolution and eliciting family narratives), emotional intelligence (including the recognition and management of our own emotions), familiarity with social services and resources (to better meet patient needs), and implicit bias training that includes complex determinants of ''culture'' (Table 3) . Finally, participants suggested that specific changes in clinical standard practices could minimize risk and narrow disparity gaps. These included standardized needs assessments, tools to discover and champion family strengths, and shifts in how clinicians communicate with one another.
Finally, participants in all groups agreed there were clear opportunities for scholarship (Fig. 2) . Describing a translational research continuum for Avoid statements about families that are solely meant to paint a picture of a ''difficult'' family to the listener. Be cognizant of the power of word-framing when conveying medical information. For example, ''a mother with limited access to prenatal care'' paints a different picture than ''a mother with no prenatal care'' because the former allows for both system-and patient-level medical history. Consider how we talk to each other Stereotypes, biases, negative labels, and misunderstandings may be perpetuated by medical teams.
Give families a fresh start to tell you their stories.
Divergent messages from medical team members contribute to conflict.
Routinely gather interdisciplinary teams to discuss a patient's care plan. Be okay with messy Understanding and conflict resolution can take time.
Give families time to process important information. 
Discussion
The overarching objective of the ''Pediatric Palliative Care in a Multicultural Context'' workshop conference was to bring stakeholders and experts together to learn from shared knowledge and experience. Specifically, we aimed to name the reasons that clinical encounters involving cultural differences sometimes feel challenging and then to provide preliminary guidance for clinicians, educators, and researchers to navigate these experiences. With input from 142 interdisciplinary participants, some from diverse geographical regions, we identified several factors that contribute to misunderstanding or conflict between clinicians and families. We then identified feasible opportunities for improvement, including how to navigate encounters in real time, minimize tension in future encounters, and inform both the art and science of pediatric communication and care delivery.
Although we designed and advertised this conference to focus on pediatric palliative care, our findings are not unique to this discipline. Rather, these findings may resonate with all clinicians (both pediatric and adult focused) whenever they manage symptoms, provide anticipatory guidance, participate in shared decision making, or explore family values. The provision of culturally sensitive, family-centered care is fundamental to good primary and subspecialty palliative care.
How to provide such care has not been well described. Indeed, while national organizations have called for ''culturally and linguistically appropriate'' medical care to establish trust and model respect for patients and families, integrating these recommendations into adult medical practice has been challenging. 39e45 Few studies have been conducted in pediatric care settings. 7, 9 Existing empirical data underscore disparities in care based on several sociodemographic factors including race, ethnicity, language, and economic resources. 12,24,26,46e50 Despite evidence from adult and pediatric studies that clinician support of religious or spiritual identity contributes to family trust and perceived support, relatively few pediatricians explore these factors during clinical encounters. 31,35,51e59 Finally, while pediatrics is inherently ''family centered'' because the care of children relies on parent and caregiver input, how to navigate nuanced family-based culture and communication needs is less established. 60, 61 Without doubt, culturally humble palliative care is important. Nor can there be doubt regarding the existence of room for improvement. Well-intentioned clinicians with strong egalitarian values often harbor implicit biases. 62, 63 Recognizing those biases is a key step toward ensuring equitable care. From there, spending sufficient time on individual patient-level narratives (including values, prior experiences with trauma, faith, and cultural identity) can reduce the influence of implicit and explicit biases. 64 While our findings provide early and additional guidance for providing culturally sensitive care, our report should be interpreted with two main limitations kept in mind. First, this conference included diverse stakeholders, but no formal patient or family representatives, and as such, findings may not represent patient and family preferences. While we had some degree of diverse geographic representation, most of our participants were from the Pacific Northwest, and we did not collect information regarding participants' race, ethic, religious, or other cultural determinants to assess representativeness in these regards. Taken together, our findings may not be generalizable. Second, we did not conduct a qualitative study; rather, we endeavored to generate ideas for future clinical and research applications. Our workshop format was deliberately flexible to promote group engagement and discussion. While this flexibility enabled a breadth of perspectives and recommendations, our approach was too variable to confirm consistency (or ''saturation'') of qualitative findings.
Conclusion
Emphasizing the importance of providing culturally sensitive and appropriate care is not to deny the very real challenges of doing so. This project identified key variables perceived to contribute to tension and conflict in clinical encounters, as well as several ideas for clinicians and researchers to navigate these experiences. In general, these include tools to use in real time (such as phrases to try when a family's culture feels foreign), suggestions for how to minimize future conflict (for instance, educational programs targeting emotional intelligence, implicit bias, and conflict resolution), and proposed directions for future investigation (such as community-based participatory research to improve disparities). Together, findings from this conference will facilitate a necessary and overdue conversation in clinical pediatric palliative care, aspiring ultimately to provide a foundation for building trust and collaboration between patients, families, and clinicians of all cultures.
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Case #3
Chloe was healthy 8-month-old until she accidentally fell out of her mother's arms onto a concrete sidewalk 20 feet below. She was resuscitated at the scene but suffered a neurologically devastating traumatic brain injury that required right-sided hemicraniectomy and splenectomy. Her course was further complicated by craniectomy site skin necrosis, wound breakdown, and significant local infection. She never regained consciousness and remained ventilator dependent. Her wound care was complicated and her infection responded to treatment only intermittently. The ICU team has now concluded, after multiple consultations, that death is inevitable and that the intensive intervention is only prolonging the dying process. When this information is presented to the family, they seek counsel from their pastor. The pastor has encouraged them not to give up because ''God is about to perform a miracle.'' The family has persisted in opposing any suggestion to limit intervention for Chloe. Moral distress among the ICU staff continues to mount as the family becomes more entrenched. In many conversations, the staff expresses their opinion that they cannot distinguish between the family's religious conviction and their personal guilt. The staff are increasingly concerned that they were being compelled to provide inappropriate care.
Case #4
Marc is a 14-year-old boy with progressive metastatic Ewing sarcoma. He and his family live 5 hours from the nearest hospital and have stayed in local housing when he receives cancer treatment. His parents are divorced and have been amicable throughout his treatment. They disagree, however, on what to do now that his disease is worse. His mother, Martha, wants to remain at the hospital to receive experimental therapy; her goal is to help other children and, she hopes, slow down the progression of disease. His father, Tom, wants to return to their home and local community so that Marc can be near their extended family, friends, and church community. When asked, Marc says he wants his parents to make decisions on his behalf and says they will pick ''whatever is best.''
